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Pheochromocytoma (PCC) is a rare tumour of the 
adrenal gland, with typical symptoms like hyperten-
sion, palpitations, headaches, sweating, and anxiety. 
It is diagnosed in fewer than 7 pregnant women per 
100,000 pregnancies [1]. Increasing blood supply to 
PCC, pressure from the growing uterus on the tu-
mour, as well as foetal movement during pregnancy 
may stimulate catecholamine secretion and trigger 
a life-threatening hypertensive crisis. Untreated PCC 
significantly increases maternal and foetal mortality 
by up to 50% [2, 3].
We present the case of a 32-year-old woman, 18 weeks 
pregnant, who presented with diarrhoea and recurring 
stomach aches. She was found to be hypertensive, with 
a blood pressure of up to 190/110 mm Hg. Ultrasound 
identified a 35 × 22 mm adrenal tumour. Magnetic 
resonance imaging (MRI) confirmed the presence of 
a 37 × 29 × 31 mm pathological mass in the right 
adrenal gland (Fig. 1). Twenty-four-hour urine collec-
tion revealed markedly elevated metanephrines in 
repeated tests (291 and 492 ug/24 h; reference range 
0–350 ug/24 h). Based on the clinical picture, radiologi-
cal images, and metanephrine levels, a PCC of the right 
adrenal gland was suspected and minimally invasive 
surgery was scheduled. The patient was admitted to 
the Department of Endocrinology, and her high blood 
pressure was successfully controlled with a-blockers 
(doxazosin) 8 weeks prior to surgery. The patient 
underwent a laparoscopic lateral transperitoneal adre-
nalectomy, which took 225 minutes. The gravid uterus 
did not affect the surgical technique, and there were no 
adverse events during the procedure or the postopera-
tive course. The patient was discharged uneventfully on 
day 5 postoperatively. Pathology and immunohistology 
confirmed the diagnosis of pheochromocytoma of the 
adrenal gland.
At follow-up the patient reported complete relief 
from symptoms and remained normotensive. Urinary 
metanephrine levels were normal on three consecutive 
measurements (110, 42, 37 ug/24 h). No pre- or post-op-
erative complications to the foetus were detected. At 38 
weeks of gestation, she gave birth, by caesarean section, 
to a healthy baby girl.
Currently there are no best practice guidelines for 
treatment of PCC in pregnancy, requiring clinicians 
to rely on their own experience and judgment. A mul-
tidisciplinary team approach should be tailored on 
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Figure 1. Magnetic resonance imaging (MRI) of the abdomen 
showing tumour of the right adrenal gland. Department of Imaging 
Diagnostics and Interventional Radiology, Pomeranian Medical 
University in Szczecin, Poland
Prof. Anhelli Syrenicz, Pomeranian Medical University in Szczecin, Poland, tel. (+48) 914253540, fax: (+48)914253542;  
e-mail: klinendo@pum.edu.pl
This article is available in open access under Creative Common Attribution-Non-Commercial-No Derivatives 4.0 International (CC BY-NC-ND 4.0) license, allowing to download articles  
and share them with others as long as they credit the authors and the publisher, but without permission to change them in any way or use them commercially
423












an individual basis to better manage the pathology 
[4, 5], plan the surgical technique, and oversee the 
necessary measures to enable optimal a- blockade and 
b-blockade.
If PCC is diagnosed before the 24th week of preg-
nancy, we suggest that laparoscopic resection could be 
the treatment of choice, because the pregnant uterus at 
this stage does not restrict access to the tumour.
If PCC is diagnosed later and the maternal blood 
pressure is well-controlled, laparoscopic tumour 
re-section is recommended after delivery (preferably by 
caesarean section) or simultaneously with the parturi-
tion via laparotomy [2–4].
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